It is as if rehabilitation values and practices had not been assimilated in the psychiatric services setting. What happened to the message delivered to this very publication over 6 years ago by Leona Bachrach (1) , who fostered bridging the gap between psychiatry and psychosocial rehabilitation? Psychosocial rehabilitation advocates an array of values, first and foremost of which is the hope of recovery-a hope that vanishes into thin air when patients and staff daily hear physicians and others speak of "chronic illness" or a "chronic case" in a "chronic department."
Assessing the repercussions and consequences of this stigmatizing term can be done at 3 levels: individual, local, and regional or national (2) . At the individual level, the term "chronic" blocks any hope of recovery as well as therapeutic efforts for rehabilitation, because the doctor and the staff give less attention and time to "chronics," even forgetting and abandoning them. At the local level, this term marks the segregation of a group of patients, resulting in reduced involvement and gratification for the employees working with those patients. This means that access to creative therapeutic procedures, new medication, new psychological treatments, or new rehabilitation efforts can be blocked. At the regional or national level, using the term "chronic" perpetuates stigmatization during the training of psychiatry residents, mental health professionals, and health workers. It also perpetuates stigmatization in the general population and among decision makers at every level.
In this issue, 2 articles by psychiatrists Dr Raymond Tempier and Dr Frank Holloway, both rehabilitation practitioners, focus on psychiatric rehabilitation in a francophone setting and in the UK. First, they recognize that psychiatric settings have little interest in rehabilitation, although regional and national politics identify rehabilitation as a critical element of a good care system for people with severe mental disorders. There is still a gap between rehabilitation practices and practitioners and other colleagues. Rehabilitation often takes second place to a treatment phase, rather than being incorporated from the start. It is still considered for a single category of patients only-those with severe and persistent mental disorders-rather than for patients with all mental disorders. Yet, the World Health Organization reminds us that depression is becoming the main cause of incapacity in industrialized countries (for example, Canada) (3).
Both articles also give an idea of the huge possibilities for the development of rehabilitation. With regard to values, in the past decade psychosocial rehabilitation has evolved from a patient-based to a patient-driven approach, from which the concept of recovery has been drawn. According to this approach, the patient "is no longer the person we act upon but with whom we act" (4). Let us commend the action taken by Quebec by community and alternative resources, by consumer groups, and by the Canadian Mental Health Association to advocate consumer rights-notably, the right not to be called "chronic." Different experiments and types of supportive care are implemented elsewhere. Notable among the technical developments reported in the articles are cognitive therapy for delusion and hallucination , integrated programs of cognitive remediation, assertive community treatment programs that combine intensive treatment and rehabilitation in the community, intensive community-based work rehabilitation programs, and the vast range of supervised-housing settings. These combined approaches can be an alternative to long-stay hospitalization, since they offer the needed intensive treatment and rehabilitation in settings that are the closest to the community.
The inherent multidisciplinary, if not interdisciplinary, nature of rehabilitation reflected, for instance, in the joint authorship of both articles by psychiatrists and professionals gives us an opportunity to mention the sociological and political issues associated with the psychiatrist's noninvolvement in rehabilitation. Any polarization, either biological or psychosocial, is harmful. Reading the Leona Bachrach article mentioned above will convince you that it is better to define ourselves in terms of the similar values guiding our actions than by the different means used.
An individual's recovery after an illness or a sad event is measured not only by the reduction or disappearance of symptoms, pain, incapacity, or handicap but also, and mostly, by the meaning that person can find for life and the goals he or she wants to achieve. This is a far cry from chronicity.
What can we do? Most certainly, we should not create another Canadian Psychiatric Association committee on the subject, but instead, act as follows: · Stop using the term "chronic." · Each time we hear the term from a colleague, a resident, a professional, or a manager, we should be proactive and point out how it is stigmatizing.
· Each time we hear the term "chronic" around us, we should be mindful of the therapeutic and rehabilitating attitude toward the patient and where we place the patient with such a label. · We should strengthen our knowledge, skills, and practical experience concerning rehabilitation values and practices, and make sure we include them in the treatment of all patients. As physicians, we have the duty to try always to heal, the duty always to care, the duty to treat all patients, and the duty always to work continually toward their recovery.
